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INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AND SUri6EOWN,..ICENSE 
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER 

Application for (please check one): License 0 PTAL - or - q Update 
1. NAME AIrst a ddle)
Other names you have used (Include maiden name): 2. U. 'a rit Number 

3. ME= 

5. Gender: CI Male )r Female 

6. PublIc/MaIllna Address: 
(Please note: this information is public) 

Citper Ilno, including spaceS) eg _9fi I oa,Pr 1\-k-efiL (30 characters maximum 

10033 Leta/14-r-, Ave__  

State/Provi Zile/Postal Code country 

t o  s :s 9 on 95_ 114.0 Hs4 
7. Telephone Numbers: 

(include area code) 

8. Californi bar (optional): 10. Have you ever filed an Application for Physician's 
and Surgeon's License, or PTAL, in California? 

LI Yes No 

Previous amuse number, if any: 

MEDICAL EDUCATION 

11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED. 

School Name City, State/Province, Country Dates of Attendance 

( ot t, a(  :1,11 SL U ts, tin tirsi) Am 'c - 

12. School of Graduation 

Louis 
Degree Awarded 

EXAMINATIONS 

Date of Graduation 

5 o 

13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN: USMLE, FLEX, NBME, ECFMG, SPEX, 
STATE BOARDS and/or QME in Canada 

Examination Date 

I
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. _ 
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A "yes" response to Questions 14 through 38 requires a written explanation on a separate sheet of 
paper along with any supporting materials. 

ACGIVIE/RCPSC ACCREDITED POSTGRADUATE TRAINING 

14. Please list each ACGMEIRCPSC accredited postgraduate training program in which you 
have participated. You must include each Internship, residency and fellowship, whether or 
not the program was coinpleted or credit granted. 

Facility Name Address Specialty Area Dates of Attendance 

UCL4 log33 147(atir 04 11cA1 c10.10----eL93z 
60410-  per -' 

POSTGRADUATE TRAINING: (71ss clueseoes are to be answered by ALL applicants) 

Did you ever take a leave of absence or break from your training? 

Have you ever been terminated, dismissed or expelled from a program? 

Have you ever resigned from a training program? 

We you ever placed on probation? 

We you ever disciplined or placed under investigation? 

We any incident reports ever filed by instructors? 

We any limitations or special requirements placed upon you for clinical 
performance, discipline, or for any other reason? 

Have you ever had a postgraduate training program contract not be 
renewed or offered for a following year? 

MEDICAL LICENSURE 

YE 

YE 

YE 

YE 

YE 

YE 

YE 

YE 

N 

N 

N 

N 

N 

N 

N 

N 

15_ Please list all medical licenses (other than training licenses) that have ever been issued by 
any state or territory in the United States or Canadian province. 

Jurisdiction License Number Date of Issuance Dates of Practice in that Jurisdiction 

APPLICANT: 

Foc-it,,t0c1,01) 
07A-103 Rev. 12/05) 
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07A-WO (Rev. 12.'? ) 

ABMS CERTIFICATIONS 

16. Are you currently certified by a Member Board of the American Board of Medical Specialti s? e 
YES D NO  x

Member Board Expiration Date Certificate Number 

MALPRACTICE HISTORY 

17. Has a claim or an action ever been filed against you for the practice of medicine which resulted 
in a malpractice settlement, judgment, or arbitration award of $30,000 or more? 

YES 

PRACTICE IMPAIRMENT OR LIMITATIONS 

18. Have you been enrolled in, required to enter into, or participated in any 
drug or alcohol recovery program or impaired practitioner program? 

19. Have you been treated for or had a recurrence of a diagnosed 
addictive disorder? 

YE 

YE 

20. Have you been diagnosed with an emotional, a mental, or behavioral YE 
disorder which impairs your ability to practice medicine safely? 

21. Have you ever been diagnosed with a neurological or other physical 
condition that would impair your ability to practice medicine safely? 

22. Do you have any other condition which in any way impairs or limits 
your ability to practice medicine safely? 

If you do receive ongoing treatment or participate in a monitoring program, the Board will make an 
individualized assessment of the nature, the severity and the duration of the risks associated with an 
ongoing medical condition to determine whether an unrestricted license should be issued, whether 
conditions should be imposed, or whether you are not eligible for licensure. 

N • 

N 

N 

CRIMINAL RECORD HISTORY 

YE 

YE 

N 

N 

N 

23. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense in any state in 
the United States or foreign country? 

This includes a citation, Infraction, misdemeanor and/or felony, etc. if "YES" attach a list of each offense by arrest and conviction 
dates, violation, and court of jurisdiction (name and address). Matters In which you were diverted, deferred, pardoned, pled nolo contendere, 
or if the conviction was later expunged from the record of the court or set aside under Penal Code Section 1203.4 MUST be disclosed. If you 
are awaiting judgment and sentencing following entry of a plea or jury verdict, you MUST disc,ose the conviction; you are entitled to submit 
evidence that you have been rehabililated. Serious traffic convictions such as reckless driving, driving under the influence of alcohol and/or 
drugs, hit arid run, evading a peace officer, failure to appear, driving while the license is suspended or revoked MUST be reported. This list 
is not all-inclusive. If in doubt as to whether a oonviction should be disclosed, it is better to discloSe the conviction on the application. 

For each conviction disclosed, you must submit with the application certified copies of the arresting agency report, certified copies of the 
court documents, and a descriptive explanation of the circumstances surrounding the conviction of disciplinary action (i.e., dates and location 
of ncicient and all circumstances surrounding the incident). This letter must accompany the applicaton. If documents were purged by 
arresting agency anc/or court, a leler of explanation from these agencies Is required. 

IIApplicants who answer "NO" to the question but have a previous conviction or plea, may have their applicat pled or lic 
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CRIMINAL RECORD HISTORY (cont'd) 

24. Is any criminal action pending against you? 

25. Are you required to register as a Sex Offender? 

DISCIPLINARY HISTORY 

YES 

YES 

These questions refer to discipline by any U.S. military or public health service, state board 
or other governmental agency of any U.S. state, territory, Canadian province, or country. 

26. Have you ever been denied a license to practice medicine? 

27. Is any denial pending against you? 

28. Have you ever been charged with, or been found to have corn mitted, 
unprofessional conduct, professional incompetence, gross negligence, 
or repeated negligent acts or malpractice by any medical licensing 
board, other agency, or hospital? 

YES 

YES 

YES 

NO 

NO 

NO 

29. Have you ever had any license to practice medicine revoked, YES NO 
suspended, or placed on probation? 

30. Have you ever had any license to practice medicine subjected to 
any action including but not limited to informal or confidential discipline, YCS 
consent orders, letters of warning, letters of reprimand, or citation? 

31. Have you ever had any license to practice medicine subjected to any 
YES NO other disciplinary action? 

32. Is any disciplinary action pending against any of your licenses to 
YES NO practice medicine? 

33. Have you ever had staff privileges in a hospital terminated, denied, YES 
suspended, limited, revoked, or not renewed? 

34. Have you ever resigned from a medical staff in lieu of disciplinary or YES 
administrative action? 

35. Is any disciplinary action pending against your hospital staff privileges? YES 

36. Have you ever surrendered a license to practice medicine? YES 

37. Have your DEA privileges ever been denied, suspended, restricted, or YES 
terminated? 

38. Have you ever entered into any arrangement or plea or agreement in YES 
lieu of a federal prosecution for a drug violation regulated by the DEA? 

APPLICANT: 

-4,0c1c4outJ Am 
07A-100 (Rev. 52705) 

DAT 

• 

• 

• 

• 

• 

MI30 
Use Only 

Crmhnl 
Record 

oteaprr,e 

11. 



Notice: All items in this application, except #8 and 
#9, are mandatory. Failure to provide any of the 
requested information will delay the processing of 
your application.  The information provided will be 
used to determine your qualifications for licensure 
per Section 2080 of the California Business and 
Professions Code, which authorizes the collection 
of this information. The information on your 
application may be transferred to other medical 
licensing authorities, the Federation of State Medical 
Boards, or other governmental law enforcement 
agencies. You have the right to review your 
application subject to the provisions of the 
Information Practices Act. The Chief of the 
Licensing Program is the custodian of records. 

The applicant,  /3 P(74_ E e crl-OpH pri 
AME) (DATE 0 BIRTH) 

being first duly sworn upon his/her 

oath deposes and says: tnat I am the person herein named subscribing to this application; that I have read the complete 
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein 
and evidence or other credentials submitted herewith are true and correct; that I am the lawful holder of the degree of Doctor 
of Medicine as prescribed by this application, that tne same was procured in the regular course of instruction and 
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any 
mistake of which I am aware and that I am the lawful holder thereof. Further, 1 hereby authorize all hospitals, institutions or 
organizations, my references, personal physicians, employers (past, present and future), business and professional 
associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical 
Board of California or its successors any information, files or records, includ.ng medical records, educational records. and 
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in 
connection with this application; or any further or future investigation by that Board necessary to determine any medical 
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. I further 
authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above 
any information which is material to this application or any subsequent licensure. 

I UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS 
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A 
LICENSE. A. 5, (PLEASE INIT L BOX( 

SIGNATURE OF APPLICANT: 

State of  

County of  ir v, 5 *e5
Subscribed and sworn to (or affirmed) before me on 

this  day of 

by 

(Please ign full name) 

('%\f Sktd6,),,reL 
per onall known to me cr proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me. 

, 20 , 

SIGNATURE OF NOTARY PUBLI 

C7A.100 (Ray. 12!06) 



STATE OF CALIFORNIA— STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor 

gcst 

Nwelrtms1 

Consumer 
Affairs 

200'311P,Y 12 1.n 7: 32 
INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AND SURGEON'S LICENSE 

OR POSTGRADUATE TRAINING AUTHORIZATION LETTER 
Application for (please check one): VLicense ❑ PTAL - or - CI Update 

MEDICAL BOARD OF CALIFORNIA 
LICENSING PROGRAM 

1426 Howe Avenue, Suite 54 
Sacramento, CA 95825-3236 

(916) 263-2382 FAX (916) 263-2487 
www.caldocInto,ca,nov

1, NAME : Las . 

d (d CZ)I(C 

Other names you have used (include maiden name): 

3. Place 4. 

00 ,,cMiddle 

5. Gender: I:1 Male Female 

6. Public/Mailing Address:  nil" 
/..c)6. :3.

(Please note: this Information Is public) 
-Pahl 247- 139' C-1-5 

(30 characters maximum 
per line, including spaces) 

City A --- StatelProvince 

h VICIt.1)?,3 I 
7. Telephone Numb rs: 

(include area code) 
Home 

a. California Driver L umber (optional): 

Z118 ostal Code 
( 

Count 

001b — 116 S4 

ave you ever filed an Application for Physician's 
and Surgeon's License, o PTAL, in California? 

U Yes No 

Previous license number, if any: 

MEDICAL EDUCATION 

11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED. 

i.17f4a: 

" 

Lads CtitAveys-1-17 

School of G aduatlon 

SfLoua  Veirg I 

Si- Lai. o (it S4 

Degree Awarded 

13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN: 

• •-•• • .• • 
Fe' . . 4Ph'i!Z 

• ' •"$,'DateS of Afton a „ 

81 z.oLev._— 5 7 

Date of Gr,aduation 
cc' LC-Oh ' 

USMLE, FLEX, MIME, ECFMG, SPEX, 
STATE BOARDS andior QME in Canada 

••• 
• ,1•2: 

SAILE C-43 
WILLE. SI-Tip 2 cik1S-erL5r 917105/ io 12:U(5 

iiiO4 1,k4VVILt 

s HT7 

--School.roaeb,k,;. 
07A-10D (Rev. 12105) 
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07k100 (Rev. 12/05) 

A "yes" response to Questions 14 through 38 requires a written explanation on a separate sheet of 
paper along with any supporting materials. 

ACGMEIRCPSC ACCREDITED POSTGRADUATE TRAINING 

14. Please list each ACCNIERCPSC accredited postgraduate training program in which you 
have participated. You must include each internship, residency and fellowship, whether or 
not the program was completed or credit granted. 

_ UCLA fat333 CONr_A\te
Li c_A clotoi5 

. ocial -s•  

,Opi44Atiu . .  
Did you ever take a leave of absence or break from your training? 

Have you ever been terminated, dismissed or expelled from a program? 

Have you ever resigned from a training program? 

Were you ever placed on probation? 

Were you ever disciplined or placed under investigation? 

Were any incident reports ever filed by instructors? 

Were any limitations or special requirements placed upon you for clinical 
performance, discipline, or for any other reason? 

Have you ever had a postgraduate training program contract not be 
renewed or offered for a following year? 

J-Iitt/It._ ZOO(/' py-e 

YES 

YES 

YES 

YES 

YES 

YES 

YES 

YES 

15. Please list all medical licenses (other than training licenses) that have ever been issued by 
any state or territory in the United States or Canadian province. 

jurIsdlitloh iicensa Number babe of . tibt!)S POpOcci 

APPLICANT: 
SsiG Cidalr a ti/A1 Ift't 

DA 



16. Are you currently certified by a Member Board of the American Board of Medical Specialties? 
YES 0 NO 

i:,i:i ' ""i :',..':,..,.,:.."-•."1- — .•K .T 2.-:.,-;. .,.
votitor PgN', .v., 

17. Has a claim or an action ever been filed against you for the practice of medicine which resulted 
in a malpractice settlement, judgment, or arbitration award of $30,000 or more? 

YES NO 

PRACTICE IMPAIRMENT OR LIMITATIONS 

18. Have you been enrolled in, required to enter into, or participated In any 
drug or alcohol recovery program or impaired practitioner program? 

19. Have you been treated for or had a recurrence of a diagnosed 
addictive disorder? 

20. Have you been diagnosed with an emotional, a mental, or behavioral 
disorder which impairs your ability to practice medicine safely? 

• 
21. Have you ever been diagnosed with a neurological or other physical 

condition that would Impair your ability to practice medicine safely? 

22. Do you have any other condition which in any way impairs or limits 
your ability to practice medicine safely? 

If you do receive ongoing treatment or participate in a monitoring program, the Board will make 
individualized assessment of the nature, the severity and the duration of the risks associated with an 
ongoing medical condition to determine whether an unrestricted license should be issued, whether 
conditions should be imposed, or whether you are not eligible for licensure. 

YE 

YE 

CRIMINAL RECORD HISTORY 

YE 

YE 

YE 

23. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense In any state in 
the United States or foreign country? 

This includes a citation, infraction, misdemeanor and/or felony, etc. If "YES" attach a list of each offense by arrest and conviction 
dates, violation, and court of Jurisdiction (name and address). Matters in which you were diverted, deferred, pardoned, pled nolo contendere, 
or It the conviction was later expunged from the record of the court or set aside under Penal Code Section 1203.4 MUST be disclosed. if you 
are awaiting Judgment and sentencing following entry of a plea or Jury verdict, you MUST disclose lhe conviction; you aro entitled to submit 
evidence that you have been rehabilitated. Serious traffic convictions such as reckless driving, driving under the influence of alcohol and/or 
drugs, hit and run, evading a peace officer, failure to appear. driving while the license is suspended or revoked MUST be reported. This list 
is not MI-Inclusive. If in doubt as to whether a conviction should be disclosed, it is better to disclose the conviction on the application. 

For each conviction disclosed, you must submit with the application certified copies of the arresting agency report, certified copies of the 
court documents, and a descriptive explanation of the circumstances surrounding the conviction of disciplinary action (i.e., dates and location 
of Incident and all circumstances surrounding the incident). This letter must accompany the application. If documents were purged by 
arresting agency and/or court, a letter of explanation from these agencies is required. 

Applicants who answer "NO" to the question but have a previous conviction or plea, may have their appiica 

revoked for knowingly falsifying the application. YE 

APPLICANT: 

S-1-00 

07.0.400 (Rev. 12105)
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CRIMINAL RECORD HISTORY (cont'd) 

24. Is any criminal action pending against you? 

25. Are you required to register as a Sex Offender? 

DISCIPLINARY HISTORY 

These questions refer to discipline by any U.S. military or public health service, state board 
or other governmental agency of any U.S. state, territory, Canadian province, or country. 

26. Have you ever been denied a license to practice medicine? 

27. Is any denial pending against you? 

28. Have you ever been charged with, or been found to have committed, 
unprofessional conduct, professional incompetence, gross negligence, 
or repeated negligent acts or malpractice by any medical licensing 
board, other agency, or hospital? 

YES 

YES 

YES 

29. Have you ever had any license to practice medicine revoked, YES ■ NO 
suspended, or placed on probation? 

30. Have you ever had any license to practice medicine subjected to 
any action including but not limited to Informal or confidential discipline, YES NO 
consent orders, letters of warning, letters of reprimand, or citation? 

31. Have you ever had any license to practice medicine subjected to any 
YES NO other disciplinary action? 

32. Is any disciplinary action pending against any of your licenses to 
YES NO practice medicine? 

33. Have you ever had staff privileges in a hospital terminated, denied, YES NO 
suspended, limited, revoked, or not renewed? 

34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NO 
administrative action? 

35. Is any disciplinary action pending against your hospital staff privileges? YES 

36. Have you ever surrendered a license to practice medicine? YES NO 

37. Have your DEA privileges ever been denied, suspended, restricted, or YES N. 
terminated? 

38. Have you ever entered into any arrangement or plea or agreement in YES NO 
lieu of a federal prosecution for a drug violation regulated by the DEA? 

07A•100 (Rev. 12)05) 



Notice: All items in this application, except #8 and 
#9, are mandatory. Failure to provide any of the 
requested Information will delay the processing of 
your application.  The information provided will be 
used to determine your qualifications for licensure 
per Section 2080 of the California Business and 
Professions Code, which authorizes the collection 
of this information. The Information on your 
application may be transferred to other medical 
licensing authorities, the Federation of State Medical 
Boards, or other governmental law enforcement 
agencies. You have the right to review your 
application subject to the provisions of the 
Information Practices Act. The Chief of the 
Licensing Program Is the custodian of records. 

The applicant,   being first duly sworn upon his/her 
(PL ASE PRINT FULL NAME) 

oath deposes and says: that I am the person herein named subscribing to this application; that I have read the complete 
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein 
and evidence or other credentials submitted herewith are true and correct; that I am the lawful holder of the degree of Doctor 
of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and 
examination, and that it, together with all the credentials submitted,. were procured without fraud or misrepresentation or any 
mistake of which I am aware and that I am the lawful holder thereof. Further, I hereby authorize all hospitals, institutions or 
organizations, my references, personal physicians, employers (past, present and future), business and professional 
associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical 
Board of California or its successors any information, files or records, including medical records, educational records, and 
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in 
connection with this application; or any further or future investigation by that Board necessary to determine any medical 
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. I further 
authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above 
any information which is material to this application or any subsequent licensure. 

I UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS 
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A 
LICENSE. 

(PLEASE INJ AL BOX) 

SIGNATURE OF APPLICANT: 

State of  eia \ c:C1' [-•, -a , 
County of  1,1;4; A.9(--1------1, 
Subscribed and sworn to (or affirmed) before me on 

this  1 °WN  day of  Ora l'-1

kYlk\i P)-,tw , -k-Ddcia(
personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me. 

1 

...,.. °T Af.,4%.44. -  - - - - 

kcc77.'ir-z, coNmml5sion,g. z11 FL 7 4 6 8 -,,,•<-/ t .. 
('ret;..., Notary Public • California )_- 47, Los Angeles County 

My Comm, Expires May 3, 2008 Ik 
SIGNATURE OF NOTARY P4LIC 

7r-
.--7 4

(Please sign full name) 

20©1  , 

07A-100 (ReV. 12705) 



• STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY 

cii 11171.8.4.

Consumes 
Affairs 

MEDICAL BOARD OF CALIFORNIA 
LICENSING PROGRAM.

1426 Howe Avenue, Suite 54 
Sacramento, CA 95825-3236 

(916) 263-2382 FAX (916) 263-2437 
wwW.CalidOCinfo.Ca,nov 

CERTIFICATE OF MEDICAL EDUCATION 

ARNOLD SCHWARZENEGGER, Governor 

MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE 

This certifies that 

located in -is to as ill/0 
State/Province Country 

C‘, DIC14 
Full Name of Applicant U.S. SoclatSecu(cityiNumber 

enrolled in  S4' 1.(V-R 11-1/1/il,Cr.STfy i'40C/40-11/ 
Name of Medical Sch of 

C9
Enrollment Date 

on 

The undersigns further certifies that the records of this institution show that the applicant attended in this 
institution years of resident instruction, completing at least 4,000 hours, of which at least 80 percent 
actual attendance is required in the subjects set forth hereunder (Business and Professions Code Sections 2089,2089.5, 
2089,7,2090, 2091,1,2091.2) and that the applicant 

Anatomy 
Otolaryngology 
Obstetrics and GyneCology 
Radiology, Including Radiation Safety 
Tropical Medicine 
Physiology 
Biochemistry 
Pathology, Bacteriology, and Immunology 
Ophthalmology
Dermatology

Embryology 
Histology 
Human Sexuality 
Medicine 
Surgery, including Orthopedic Surgery 
Urology 
Psychiatry 
Neurology 
Alcoholism and Chemical Dependency 
Preventative Medicine, including Nutrition 

Physical Medicine 
Therapeutics 
Nouroanatomy 
Child Abuse Detection and Treatment 
Geriatric Medicine 
Pediatrics 
Pharmacology 
Anesthesia 
Spousal Partner Abuse Detection & Treatment' 
Family Medicine" 
Pain Management and End-of-Life-Caro••• 

ONLY applicable to medical students who enrolled in medical school on or after September 1, 1994. 
ONLY applicable to medical students who graduate from medical school on or after May 1, 1998, 
ONLY applicable to medical students who enrolled in medical school on or after June 1, 2000. 

lid  granted the degree of BachelorlDoctor of Medicine on the day of Mat   , eZeito . 

CI withdrew from medical school on day of  

Unusual Circumstances 

Did this individual ever take a leave of absence from their medical education? 
Was this individual ever placed on probation? 
Was this individual ever disciplined or under investigation? 
Were any incident reports regarding this individual ever filed by instructors? 
Were any limitations or special requirements imposed on this individual because of 
questions of academic or disciplinary problems, or for any other reason? 

Ye 
Ye 
Ye 
Ye 

Ye 

Responses 

No 
No 
No 
No 

No 

A "Yes" response to ANY of the above questions requires the medical school to provido a written explanation on a separate attachment, 

Medical School Seal 
Must Be Imprinted Below 

Attention Medical School: Only the President, Dean, or Registrar may sign this form, If the signature Is 
being delegated to another person, evidence of that delegation must be attached to this form (may be a 
photocopy). Such delegation must be on official letterhead and must be dated within the lest 12 months. 

Signed and the school seal affixed this I t   day of 

By: 

Signature: 

16i N i alli C. fil ootz,1176 
7 Prir ted Name and Title of S 

/ . 

12 qtr
07A.1004_2 (Rev. 12/05) 
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MEDICAL BOARD OF CALIFORNIA 
LICENSING PROGRAM 

1426 Howe Avenue, SuIte 64 
Sacramento, CA 96625-3236 

(916) 263.2362 FAX (916) 263-2487 
yvww.caldocIn10.ca•clov 

ARNOLD SCHWARZENEGGER, Governor 

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING 
To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada. 

PART 1: TO BE COMPLETED BY THE APPLICANT 
NAME: Las s 

---10C dCtiK1f /40/I\ 
First Middle 

1iii 0A/1 E 
Telep 

Home Work 

U 1 Mailing Address 

1H 43 8cm/ Ave, 42-0 i 
City 

1, )  S- /I State/Pr Zip/I:Asia! Code 

c te  1 c)9 '10)25 
Medical School of Graduation;

SI • ( 0 (A/f.. , ki t'l LiCY.S )5L ' Sk100 i d klaCk
,

/ i 

PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR 
ATTENTION PROGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate 
training year which will be used by the applicant to qualify for licensure. Completion of this form will certify that 
the individual named in PART 1 above satisfactorily completed a period of accredited postgraduate training at 
this facility and that the trainee has acquirers the skill and qualifications necessary to safely assume tile 
unrestricted practice of medicine in this state. 
Name of Facility: ACGME 10 digit Prograrn number (www.acgme.org) 

• 
IJCL A me (cai COM_ 03 /6—\/ N tWI i" act) O5? I D  3B 

Address of Facility: 2 -) ---1 2-A01—S Los s 
IU'Zj".5 ?) Le {.col-e ,frve C A-- q 0 9 5 

T 

Categorical Specialty Area of Training 

* fC'''VN 

UNUSUAL  CIRCUMSTANCES: 

Start Date of Training 

DAL/ a .  ji 0 0 — 
End Date (or anticipated completion date) of Training 

0 — afaob2 -- --- 

Did the trainee ever take a leave of absence or break from their training? YES • 

Was the trainee ever terminated, dismissed or expelled? YES Ni 

Did the trainee ever resign? YES Ni 

Was the trainee ever placed on probation? YES N • 

Was the trainee ever disciplined or placed under investigation? YES Ni 

Were any incident reports regarding this trainee ever filed by instructors? YE•• Ni 

Were any limitations or special requirements placed upon the trainee for 
clinical incompetence, disciplinary problems or for any other reason? YES N.

Did the program decline to renew or offer the trainee a postgraduate training YE, • 
program contract for a following year? 

A "Yes" response to ANY of the above questions requires the program director to provide 
a written explanation on a separate attachment. L3A 

07A-10041.3 (Rev. 12M5) 



DEFINITION OF "SATISFACTORY" COMPLETION OF TRAINING , 
The program director signing this form is formally certifying and documenting under penalty of perjury that the trainee received 
instruction appropriate for the particular postgraduate level and that he/she satisfactorily completed periods of training in 
accordance with the accepted standards and the criteria defined as equating to "satisfactory" performance as described below, The 
program director will personally be attesting to the fact that the trainee has acquired the skill and qualifications necessary to safely 
assume the unrestricted practice of medicine in this state. 

'SATISFACTORY' IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF 
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING 
RESPONSIBILTY FOR PATIENT CARE. 

GENERAL MEDICINE TRAINING REQUIREMENT 
To qualify for Ilcensure In California, applicants who are graduates of an international medical school must complete at least four months of 
postgraduate training In GENERAL MEDICINE as part of the requirement. Applicants who are graduates of a U.S. or Canadian medical school, 
who have not completed postgraduate training required for licensure by July 1, 1990, must also complete four months of training in GENERAL 
MEDICINE prior to lIcensure. The GENERAL MEDICINE requirement may be satisfied by actual clinical practice where the applicant has direct 
patient care responsibilities in any particular specialty or sub-specialty area for at least four months. 

ereby certify as the program director, that the individual named in Part 1 
has completed CI has not completed 

a minimum of four months of general medicine as part f this postgraduate training program 
accredited by the ACGME or the RCPSC. _ 

SIGNATURE OF PROGRAM DIRECTOR 

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE 
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. If that signature authority is being delegated to another person, 
evidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on official 
letterhead and must be dated within the last 12 months. 

HOSPITAL SEAL 

," 
3 

OFFICIAL HOSPITAL SEAL MUST BE AFFIXED IN 
THE BOX TO THE LEFT TO CERTIFY TRAINING 

The training program is accredited by the ACGME or the RCPSC to offer the type and level of 
training completed by the applicant, and the applicant was trained In an accredited ACGME or 
RCPSC program position. I hereby declare under penalty of perjury under the laws of the State of 

allfomla that the statements are true and correct. 

C, CtUtiltyl C haU CI h Orel I mp, pA O 
RINT4JAME OF PROGRAM DIRECTOR 

7 t roliql0 '7 
S NATURE OF PROGRAM DIRECTOR DATE SIGNED 
Signature Stamp Is Not Acceptable 

State of 

County of  

Subscribed and sworn to (or affirmed) before me on 

this day of  20 

by 

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me. 

1'
NOTARY SEAL 

SIGNATURE OF NOTARY PUBLIC L3B 
074100-L3 (Rev. 12/05) 



STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor 

Coioirner 
Affairs 

MEDICAL BOARD OF CALIFORNIA 
LICENSING PROGRAM 

1426 Howe Avenue, Suite 54 
Sacramento, CA 96825-3236 

(916) 263-2382 FAX (9161263-2467 
• www.caldocinto,ca,nov 

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLLMENT 
At the time of licensure, you may be entitled to a reduced initial license fee if you are actively 

participating in a slotted position in an ACGMEIRCPSC accredited postgraduate training program. 

NOTE: This form may not be used in lieu of the Form L3A-B, "Certificate of Completion of ACGME/RCPSC 
Postgraduate Training." 

NAME: Last s_vo(idar d First 
pro, 

m,Middle 

Me I^al chool,of Graduation: 

Low 5(J  wys &Iwo! o_r ryk?_tt.0 

This is to certify that the above applicant Is actively participating in an ACGME or RCPSC accred1 d postgraduate 

training position that started on  i ki aoot,  and is expected to be 

completed on  (. 
, ;.ontli ... ay Year L  4, ,....), i /-, 

,J‘ 0 i 0 '  in  ODS`m-- i'r v--, a Ail t_.-‘ i fve,..t.cyity$3 

at  1
0  (6 .):2) Month (../on (eak- e... TY" tit  a  e  cu c Uategori=laltyr  Area of I raining tJ ,J 

, tiii•Ti-aciiity 
located at  koory, a 7-- 1 C f:: /Q '3 Le (-we Ave z__0.4-)1,j ,e.1.5 

Add,jess of Facility C.-/ -  q 00q-$--, 7V 0 
The 10 digit ACGME Program # : D.. 0  D  4D  3 i  0 Cb  (Refer to htto:/iwww.acome.orgiadscublic)

hereby declare under penalty of perjury under the laws of the State of California that the above statements are true and correct and the 
above program is accredited by the ACGMP or the RCPSC to offer the typo and lovel of training completed py the applicant and that the 
applicant is being trained in an acwedited,ACGME or RCPSC p_ostgraduate training position. 

(0 141Y1 OW Of hiitt PA P 
PRINT N OF ROGRAM DIRECTOR 

SIG RE CIF PRO, Gt301 DIRECTOR— Signature Stamp Is Not Acceptable 

/0//q/0 
DATE NE NUMBER 

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. 

Only the Program Director may sign this form. If that signature authority Is being delegated to another person, evidence of that delegation must be attached to 
this form (may be a photocopy). Such delegation must Le on official letterhead and must be dated within the last t2 months, 

State of 

County of  

Subscribed and sworn to (or affirmed) before me on 

this day of , 20 

by 

personally known.* Q1,,roved to me on the basis of satisfactory evidence to be the person(s) who appeared before me. • 

.kospitel'or NMI*, 

• SIGNATURE OF NOTARY PUBLIC 

OFFICIAL HOSPITAL SEAL OR NOTARY 
SEAL (WITH JURAT COMPLETED ABOVE) 
MUST BE AFFIXED IN THE BOX AT THE LEFT L4 

07A-100-L4 (Rev. 12/05) 



8/22/17 2:53 PM 

License Type: 

License Number: 

File Number: 

Application: 

Application Number: 

Application Date: 

Applitation-QuestiOrisiT. 
Have you served or are you currently serving 
in the military? 

First Name: 

Middle Name: 

Last Name: 

Birthdate: 

Gender: 

Page 1 of 3 

Physician and Surgeon A 

104095 

88302 

Physician's and Surgeon's Renewal 

14414572 

08/22/2017 (mmIdd/yyyy) 

AMY 

MARIE 

STODDARD 

License Related Addresses 
Address of Record (Required) 

Warning: 

Confidential Address 
Warning: 

In order to protect your privacy and identity, 
address will not be displayed. 

In order to protect your privacy and identity, 
address will not be displayed. 

Since you last renewed your license, have 
you had any license disciplined by a 
government agency or other disciplinary 
body, or, have you been convicted of any 
crime in any state, the U.S.A. and its 
territories, military court or a foreign country? 

Have you successfully completed, and can 
document, the mandatory courses and hours 
of CME within the last two years, or you 
meet the conditions which would exempt you 
from all or part of the CME requirements, or 
you hold a permanent CME waiver? 

it III E111111111111111111111111111111111111II III 
15034300107,IG 



8/22/17 2:53 PM Page 2 of 3 

I certify under penalty of perjury, under the 
laws of California, that I have disclosed the 
names of those health-related facilities in 
which I or my family have a financial interest 
OR I declare under penalty of perjury I have 
no financial interests to disclose. 

'Family Physician Training Program_Volunt 
Voluntary Fee: 

Attachments 

P., ion mSurve 
Are you retired? 

Activities in Medicine 

No 

Administration - 1-9 Hours 

Other - None 

Patient Care - 40+ Hours 

Research - None 

Teaching - 1-9 Hours 

Telemedicine - None 

Patient Care Practice Location Zip: 90404 County: LOS ANGELES 

Telemedicine Practice Location Zip: County: 

Patient Care Secondary Practice Location Zip: County: 

Telemedicine Secondary Practice Location Zip: County: 

Current Training Status Not in Training 

Areas of Practice Obstetrics and Gynecology - Primary 

Board Certifications American Board of Obstetrics and 
Gynecology - Obstetrics and Gynecology 

Postgraduate Training Years 

Cultural Background 

Foreign Language Proficiency 

Web Site Profile 

Biennial Renewal Fee 

DUE TO CURES FUND 

6 Years 

Cultural Background - No 

Foreign Language Proficiency - No 

Gender - No 

$783.00 

$12.00 

II IIM111111111111A14111131111611712111111111111 



$25.00 

Page 3 of 3 8/22/17 2:53 PM 

Steven M. Thompson Physician Corps Loan 
Repayment Program 

Total Amount Due: $820.00 

Applications are not considered submitted for processing until payment is received. 
qw-%-.2PzEERc"sL:v.:-:iktzi;zff:nmigoz--- 

I declare under penalty of perjury under the laws of the State of California that all statements, 
answers, and representations provided, including supplementary attached hereto, are true, 
complete and accurate. 

Signature: Date: 

IIII11111111111111111111111011111111111111111 
1503438816746 



pplication Surrir 

6/5/15 4:01 PM 

License Type: 

License Number: 

File Number: 

Application: 

Application Number: 

Application Date: 

Prscrj :ISei~ 
First Name: 

Middle Name: 

Last Name: 

Birthdate: 

Gender. 

License Related Addresses 
Address of Record (Required) 

Warning: 

Confidential Address 
Warning: 

Lions 
Since you last renewed your license, have 
you had any license disciplined by a 
government agency or other disciplinary 
body, or, have you been convicted of any 
crime in any state, the U.S.A. and its 
territories, military court or a foreign country? 

Have you successfully completed, and can 
document, the mandatory courses and hours 
of CME within the last two years, or you 
meet the conditions which would exempt you 
from all or part of the CME requirements, or 
you hold a permanent CME waiver? 

Page 1 of 3 

Physician and Surgeon A 

104095 

88302 

Physician's and Surgeon's Renewal 

14192747 

06105/2015 (mmiddiyyyy) 

AMY 

MARIE 

STODDARD 

Female 

In order to protect your privacy and identity, 
address will not be displayed. 

In order to protect your privacy and identity, 
address will not be displayed. 

II 111111111111111111111111111111111111111111111Ill 
1433545276485 



6/5/15 4:01 PM Page 2 of 3 

I certify under penalty of perjury, under the 
laws of California, that I have disclosed the 
names of those health-related facilities in 
which I or my family have a financial interest 
OR I declare under penalty of perjury I have 
no financial interests to disclose. 

Family Physician Trairlillg PrOgratrI7VOIVIlt. 
Voluntary Fee: 

PhySkplan,SurmeT!,.:.,
Are you retired? 

Activities in Medicine 

No 

Administration - 1-9 Hours 

Other - None 

Patient Care - 40+ Hours 

Research - None 

Teaching - 1-9 Hours 

Telemedicine - None 

Patient Care Practice Location Zip: 90404 County: LOS ANGELES 

Telemedicine Practice Location Zip: County: 

Patient Care Secondary Practice Location Zip: County: 

Telemedicine Secondary Practice Location Zip: County: 

Current Training Status Not in Training 

Areas of Practice Obstetrics and Gynecology - Secondary 

Board Certifications 

Postgraduate Training Years 

Cultural Background 

Web Site Profile 

E-mail: 

Biennial Renewal Fee 

DUE TO CURES FUND 

American Board of Obstetrics and 
Gynecology - Obstetrics and Gynecology 

9+ Years 

White 

Cultural Background - No 

Foreign Language Proficiency - No 

Gender - Yes 

$783.00 

$12.00 

1111111111111111111111111E111111111111111111111 1411512- ,27:14E5 



6/5/15 4:01 PM Page 3 of 3 

Steven M. Thompson Physician Corps Loan 
Repayment Program 

Total Amount Due: 

Applications are not considered submitted 
ttejtatipn 

$25.00 

$820.00 

I declare under penalty of perjury under the laws of the State of California that all statements, 
answers, and representations provided, including supplementary attached hereto, are true, 
complete and accurate. 

Signature: Date: 

1111110111811111111111111111111111111111111111111111 
1433545276485 




